Background
Telephone nursing advice services are growing both nationally and internationally to improve access to health care (Goodwin, 2007; Holmstrom & Hoglund, 2007) and minimize costs (Wilson & Hubert, 2002) . With the growing cancer patient population and stress on cancer care resources, oncology nurses are faced with increased demands with respect to remotely supporting individuals and families to manage symptoms at home. A recent satisfaction survey conducted with 276 ambulatory cancer patients at an urban university teaching hospital in Montreal, Quebec, found that telephone contact with health professionals rated the lowest levels of patient satisfaction (Richard et al., 2010) . Yet ability for patients to speak to professionals by telephone regarding their health concerns was identified as a priority. Clearly, it is important to better understand these health concerns and determine how competent nurses feel in dealing with them remotely.
Oncology nurses typically provide remote support over the telephone. Various terms used to describe the provision of healthrelated consultation by a professional over the phone include telehealth, telephone advice services, telenursing, telephone consultation, teletriage and telephone-mediated care. Telephone-mediated care is defined as the provision of information, advice or support (Wilson & Hubert, 2002) , whereas, teletriage is the process of screening and collecting a caller's symptoms over the telephone to evaluate the urgency of a health problem (Black, 2007; Stacey, 2003) .
Symptom assessment and management is a particularly challenging task when the nurse-patient interactions occur over the phone, given that care providers are challenged to accurately assess a situation, with limited sensory input (Black, 2007) . Oncology nurses are required to ascertain enough accurate information pertaining to particular symptoms, to identify if self-care management strategies will suffice or whether the patient requires a more thorough assessment in person. The provision of remote support can enhance more appropriate health care utilization (Mayo, Chang & Omery, 2002) . Although common symptoms experienced by ambulatory oncology patients have been reported in other studies (Barbera et al., 2010) , little is known about which symptoms patients report through telephone-based healthcare services. The purpose of this study was to identify the most prevalent and challenging symptom management issues for oncology nurses providing remote symptom support. Additionally, facilitating factors and potential barriers to the provision of remote support for symptom assessment, triage and management were explored.
Methods
Design. An online survey was conducted between September 3, 2009, and October 27, 2009, of oncology nurses across Canada. Ethics approval was obtained from the Queen's University Research Ethics Board.
Instrument. The survey tool was developed based upon a previous survey of telephone nursing services offered through ambulatory oncology programs in Ontario (Stacey et al., 2007) , previous surveys of nurses' use of evidence-based tools in clinical practice (e.g., leg ulcer guidelines, patient decision aids) (Graham et al., 2001; Stacey et al., 2005) , and the Ottawa Model of Research Use (Graham & Logan, 2004) . Survey items were modified to reflect oncology nursing and the ambulatory care setting. Nurses rated 16 common cancer treatment-related symptoms on a 10-point Likert scale from extremely rare to extremely common in terms of symptom frequency. Nursing confidence was rated for the same symptoms on a 10-point scale from not confident to extremely confident. Additional symptoms to the 16 were captured in an open-ended question. The survey included 19 statements that measured nurses' attitude, behaviours, doi:10.5737/1181912x224235240 knowledge, confidence and perceptions of environmental barriers to guideline use. Respondents rated each statement on a five-point Likert scale ranging from strongly agree to strongly disagree. Openended questions asked participants to identify barriers and facilitators to the provision of remote symptom management. The survey was also designed to capture information pertaining to how and when remote support was provided including infrastructure characteristics in the clinical setting such as access to guidelines and electronic documentation. Face validity of the survey questionnaire was established by a group of 11 researchers and practitioners with expertise in oncology nursing and research methods. The online survey was pre-tested with three oncology nurses.
Participants. Registered nurses who could read English and were members of the Canadian Association of Nurses in Oncology (CANO), Cancer Care Ontario's Advanced Practice Nurses Community of Practice, and/or members of a Canadian Oncology Nurse Educators list serve were invited to participate.
Procedures. The survey was administered in English as an online questionnaire using the survey software Survey Monkey®. Procedures for administering the survey online were based on the Tailored Design Method for Surveys (Dillman, 2000) . Identified nurses received the initial invitation as an email that explained the purpose of the survey, instructions, deadlines, and expected time for completion. A link was provided to an information sheet that provided more details and access to the survey questionnaire. The survey took approximately 10 minutes to complete. As per the Dillman (2000) approach, reminders were sent out at two, four, and five weeks for a total of four contacts. Electronic reminders were automatically generated to non-responders. Data collected in Survey Monkey® were downloaded into IBM© SPSS© (Version 19 for Windows).
Analysis. Demographic results were tabulated and described using univariate statistics. Data were described as frequency (per cent) for categorical variables, and mean, standard deviation (SD), range, median for continuous variables. To identify symptom priorities, symptoms were rank ordered from high to low frequency (from 1 to 16) and for low to high nursing confidence (from 1 to 16). Nursing 
Results
Of the 653 potential respondents, 56% (n=368) completed the survey and of those, 54% (197/368) provided remote support for oncology patients [98% (193/197 ) by telephone; 30% (60/197) by email]. The typical respondent worked in an ambulatory oncology program, was a member of CANO, was a certified oncology nurse, had a Baccalaureate degree, and had worked in nursing for more than 15 years (Table 1) . Nurses' clinical practice focused on chemotherapy administration (55%), supportive care (37%), palliative care (32%) and radiation therapy (24%). Of the 197 respondents who provided remote support, 89% identified that support was provided during regular working hours (from Monday to Friday) and 10% provided remote support outside regular working hours (e.g., weekends, evenings, 24 hours per day, seven days per week coverage) (see Table  2 ). The majority of respondents routinely documented calls with 54% using paper-based forms and 8% denied documenting remote encounters anywhere in the health record. Two-thirds of nurses used protocols or guidelines, but primarily as a desktop reference (67%). Guidelines used were from Cancer Care Ontario (CCO) (49%), British Columbia (21%) or developed by their own institution (24%).
Priorities for remote symptom management. The five most frequently reported symptoms were: fatigue (most common), pain, nausea, constipation, and anxiety (least common) (Figure 1 ). Nurses felt least confident managing, in order of increasing confidence: depression, dysuria/hematuria, anorexia, breathlessness and neuropathy; but were most confident with managing fever, constipation, nausea, vomiting and diarrhea. The priority symptoms based on high frequency and low nursing confidence included anxiety, neuropathy, depression, anorexia and skin alterations. Respondents identified additional issues patients identified through remote nursing support services. Physical issues included swelling, rashes, bleeding, dizziness, sleep disturbances, cough and xerostomia. Emotional challenges included dealing with anger, distress, or coping with terminal illness. Cognitive issues included confusion and steroid induced mood alterations. Intimacy, sexuality and body image issues were also identified.
Nursing attitudes, behaviours, knowledge and confidence. Of at least 171 respondents, most nurses agreed that guidelines: were needed (89%), promoted continuity (93%) and improved patient care (89%) ( Table 3 ). Eighty-six nurses (49%) agreed that there was an expectation from supervisors to use guidelines. Most nurses agreed that guidelines were consistent with physician practice (46%) and supported by the multidisciplinary team (60%). Most nurses had easy access to guidelines (70%), used guidelines to manage symptoms (69%), could easily document guideline use (69%) and provided written information to enhance patient education (76%). Most nurses did not feel that their clinical judgment was constrained by guidelines (68%); however, 121 nurses (69%) felt confident in their abilities to manage symptoms without guidelines. Only 93 nurses (54%) agreed that they had received enough symptom management training and 75 nurses (43%) felt that current symptom management guidelines were inadequate for patients with multiple/complex symptoms. One hundred and seventeen nurses (68%) agreed that electronic access to guidelines would increase their use. Sixty-two per cent of nurses did not feel under constant pressure for short patient interactions. Forty-four nurses (25%) agreed that they did not have enough time to find and use guidelines.
Facilitators.
Content analysis of open-ended responses revealed six key facilitators of remote support provision (Table 4 ). Many nurses identified that to facilitate use of symptom guidelines they needed guidelines that are accessible, electronic, evidence-based, and up to date. Remote support was facilitated by: a) access to an electronic health record with current health information; b) responsiveness of physician colleagues and multidisciplinary team members; c) administrative support; and d) available, user-friendly computers with a documentation system that was easy to use, standardized, electronic and formatted for remote support. Two respondents identified the need for medical directives to support prescribing medications required for symptom management.
Potential barriers. Content analysis revealed eight key barriers to the provision of remote support (Table 4) . Fifty nurses (29%) identified time constraints as the most significant barrier. Thirty-six nurses (21%) identified the challenge of getting accurate patient information over the phone as a significant barrier (e.g., not being able to see the patient, communication issues, accuracy of the information about the patient's past medical history and medications). Twenty-one (12%) respondents identified heavy workload and inadequate staffing as challenges. Twenty nurses (11%) identified issues related to nursing knowledge, experience, assessment skills and training. Fourteen respondents (8%) identified inadequacy of access to support services including diagnostics, pharmacy, homecare, family physicians and emergency departments. Five respondents (3%) described difficulty using existing guidelines due to the fact that multiple, complex symptoms did not fit existing single symptom guidelines. Two respondents (1%) identified environmental challenges including noisy environments and inconsistent physician practices. 
Discussion
This is the first known study to assess oncology nurses' perceptions of symptom prevalence, confidence with remote symptom management, and factors influencing provision of remote support. Most respondents who provided remote support were experienced nurses with oncology expertise, as recognized by certification. Remote support was primarily provided by telephone during regular working hours from Monday through Friday and documented on paper-based formats in the health record. Cancer Care Ontario's guidelines were the most frequently used, but primarily as a desktop reference.
Although nurses reported having a strong knowledge, feeling confident with symptom management and having positive attitudes toward using symptom guidelines, they identified that accessible, electronic, updated, evidence-based guidelines were needed to better facilitate remote symptom support. Furthermore, nurses reported that access to patients' electronic health records with electronic documentation would further enhance use of symptom guidelines. These findings are consistent with our previous study that revealed that oncology nurses are more likely to document calls when they have access to electronic health records (Stacey et al., 2007) . Accessible, easy to use resources and well-designed documentation tools facilitated optimal patient care (Black, 2007) . Province-wide nursing call centre programs have protocols to guide nurses' decision-making and are supported by electronic documentation systems (Stacey et al., 2003) . Although these resources are expected for quality telephone-based care (College of Nurses of Ontario, 2005), they are not consistently provided in Canadian oncology programs.
Concern has been expressed that use of guidelines and protocols threatens the caring aspect of nursing care (Wilson & Hubert, 2002) and their application lacks recognition of individual patient preferences (Black, 2007; Stacey et al., 2007) . However, nurses in this study showed positive attitudes toward using guidelines. This may be reflective of changing attitudes toward guidelines given increasing access to these types of evidence-based resources and seeing them as a tool. Or it could reflect response bias with nurses providing responses they considered more appropriate rather than reflecting current practice.
The most common barriers identified were high workload, time constraints, and significant concern regarding the challenge of acquiring accurate patient information over the telephone. High workload and time constraints are consistent barriers identified in any practice-changing initiative and are difficult to address on their own (Conley et al., 2010) . Accuracy of patient information during telephone-mediated symptom support has innate issues given limited sensory input (Black, 2007) . Nurses in this study identified factors that could mediate these barriers. For example, they expressed great difficulty not being able to understand patients' or their family members' descriptions of the issue of concern. Language barriers, unclear speech or difficulties hearing clients while in their noisy work environments exacerbated these situations. These challenges could be minimized by use of standardized assessment tools, access to up-to-date patient records available electronically and provision of quiet workspaces, as described by nurses in this study. As well, training in telephone-mediated nursing practice has the potential to develop alternative ways of assessing symptom severity when limited to hearing only (Black, 2007; Stacey et al., 2007) .
The need for further training was reflected in the qualitative feedback from the experienced oncology nurses surveyed. Interestingly, there is no consensus in the literature on what skills nurses providing telephone triage should have. For example, Black (2007) proposes that nurses require a minimum of three to five years of varied oncology nursing experience along with above average interpersonal skills and communication skills. Conley and colleagues (2010) recommend a set level of competency for all oncology nurses who participate in the telephone triage role with standardized evidencebased approach to patient assessment, follow-up and documentation. In a qualitative study exploring the ethical challenges of nurses providing telephone nursing, Holmstrom and Hoglund (2007) found that autonomy, integrity and prioritization were the important issues. Furthermore, building ethical competence was identified as potentially helping to foster reduced moral uncertainty and distress among telenurses. Nurses in this study highlighted the need for training in use of symptom guidelines and multiple symptom management (Holmstrom & Hoglund, 2007) . 
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Current guidelines are inadequate for nurses caring for oncology patients experiencing multiple and complex symptoms. The most common guidelines identified as being used by oncology nurses are paper-based guidelines and, thereby, are limited to presenting single symptoms. Their use with multiple symptoms requires nurses to identify the most severe or bothersome symptom to select the single symptom protocol. However, people with cancer presenting with multiple symptoms may not be experiencing interrelated symptoms and, as such, require a more comprehensive approach to symptom management (Barsevick, 2007; . A key issue is that existing guidelines do not address how multiple symptoms may share common etiologies or how addressing one symptom such as pain may also positively impact another symptom such as sleep. Nurses are not specifically taught how to triage symptom severity when multiple symptoms coexist. Limitations to implementing standardized protocols include the fact that patients do not always fit into predetermined algorithms, minimizing the patient-specific aspects of a situation (Black, 2007) .
Several limitations have been identified in this study. The generalizability of these results should be taken in context. Most respondents in this study were experienced oncology nurses working in a public health care system. Responses, therefore, may not reflect the views of more novice oncology nurses or those working in nonCanadian health care settings. Secondly, given some inconsistent responses between the quantitative and the qualitative responses, it is possible that some nurses provided responses they thought were the "right" answers rather than reflecting their own perspectives.
Conclusion
Experienced oncology nurses surveyed in this study provided primarily remote telephone support for symptom management during regular working hours using symptom guidelines, as a desktop reference. Nurses had positive attitudes toward having access to evidence-based, up-to-date guidelines but identified that to be useful, they needed electronic applications linked into documentation on the patients' electronic health record. Clinical priorities for guideline developers include symptom management of anxiety, neuropathies, anorexia, depression, and skin alterations. Additionally, guidelines and training are needed to assist nurses in the identification, prioritization and management of concurrent symptoms. Symptoms that cluster may share common underlying etiologies and benefit from similar management strategies. In addition to time constraints and workload, nurses identified the challenges of obtaining accurate patient information over the phone. Further research is needed to standardize criteria for remote patient assessment and evaluate the empiric rigor of guidelines used in remote symptom management. Additionally, there is a need to link the use of standardized, evidence-based guidelines to positive patient care outcomes, as very little research exists to date (Mayo et al., 2002; Wilson & Hubert, 2002) .
